analysed. A total of 9090 ANC women underwent HIV counselling, and all of them were tested for HIV following NACO guidelines. [1] Of the 30 (0.33%) HIV-positive women, 26 (86.6%) delivered live babies in the hospital. Prophylactic NVP was given in 23 mother-baby pairs but in one case, only infant received syrup NVP as the mother delivered during transportation to the hospital. Only one child was seropositive (when tested by dried blood spot test) in a period of 3 years [ Table 1 ].
The seropositivity among ANC women was below 1% for the three consecutive years and the perinatal transmission rate was 3.84% (1/26), which was lowest compared to the studies conducted in Mumbai, Amritsar and Dhule where perinatal transmission rate of 36.4%, 32.89% and 11.12% was reported, respectively. [2] [3] [4] Poor ART acceptance was observed that only 11 (n = 30) patients could be started on ART and the problem of loss to follow-up was a major hindrance in the management of these cases. Hence, there is a need to induce trust, confidence and impetus among the women for post-test counselling, accepting the result and availing the services. The most critical part of PPTCT service delivery is to track down the HIV-exposed babies as the ultimate success of the program depends upon the HIV test results in these exposed babies.
Dear Editor,
The prevalence of HIV in adults in India is 0.27% (2011) of the estimated 2.1 million (2011) people living with HIV (PLHIV). Women constitute 39% while children <15 years of age constitute 7% of all PLHIV. There has been a remarkable increase in counselling and testing services for HIV, prevention of parent-to-child transmission (PPTCT) and anti-retroviral treatment (ART) services across the country over the last few years. The number of pregnant women tested annually under the PPTCT program has increased from 0.8 million in 2004 to 8.83 million in 2013 and each of the services has expanded to the rural areas to a large extent. [1] Mother-to-child transmission of HIV is a major route of HIV infection in children. However, in our country, only about 52.7% pregnant women attend health services for skilled care during child birth. As per NACO data, until March 2013, 12,551 pregnant women were detected as HIV positive out of the 8.83 million antenatal care (ANC) women who underwent HIV counselling and testing. In the absence of any intervention, the risk of HIV transmission from infected pregnant women to her children is estimated to be around 20-45%. The use of ART and prophylactic nevirapine (NVP) to mother-baby pairs has been effective in reducing the transmission to 10%. [1] The 3-year PPTCT data at Government Medical College, Chandigarh from April 2010 to March 2013 were [1] Such inhibitory potential is also shown by Pyocyanin, a pigment synthesised by Pseudomonas aeruginosa, both heated and unheated. [2] These natural inhibitory compounds have renewed interest in the development of antifungal agents. Furthermore, the authors have not shown the toxicity of this new tripeptide compound on cell lines or any other cell types other than red blood corpuscles. Another substance that has documented such inhibitory potential is the culture filtrate of Aspergillus flavus. [3] Both the substances mentioned also inhibit biofilm development in Candida albicans and Candida tropicalis, and have been proven to be non-toxic in Hep-2 cell line assay. They also inhibit lipase, a potent virulence factor and enzyme of Candida spp., especially C. albicans. Further studies on animal systems have to be done before any of these compounds can be thought to be used in clinical practice to inhibit Candida biofilms. Another aspect
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New alternative compounds inhibiting Candida growth and biofilms
This is an open access article distributed under the terms of the Creative Commons Attribution-NonCommercial-ShareAlike 3.0 License, which allows others to remix, tweak, and build upon the work non-commercially, as long as the author is credited and the new creations are licensed under the identical terms.
Rapid action by Chandigarh: Flew away the threat of bird flu
The peaceful life of the beautiful city, Chandigarh, was disrupted one December winter morning when the newspapers reported that one of the samples from a goose that had died at Sukhna Lake, tested positive for the deadly avian influenza virus (H5N1) at the National Institute of High Security Animal Diseases Laboratory, Bhopal. [1] This sample was tested owing to the spontaneous death of over 30 geese at the lake. The outbreak was attributed to the migratory birds. This is the first time that India has witnessed H5N1 outbreak among non-commercial captive geese. However, the rapid response team of the Chandigarh Administration came into action and was followed by the immediate culling of approximately 110 geese. [2] The centre issued a sanitisation certificate to the Chandigarh Administration as the immediate fear of the spread of infection was controlled. [2] All the school children who had visited the lake were followed up, schools within a radius of 3 km were closed and the lake was closed to the visitors. [3] An urgent response helped to contain the virus, which was further possible due to the ongoing preparedness in India in response to the high alert created due to the ongoing Ebola outbreak in Africa. Till date, no human infections have been reported in India, though worldwide a total of 676 confirmed human cases of H5N1 and 398 deaths have been reported. [4] Currently, the best way to prevent infection with avian influenza A viruses is to avoid sources of exposure whenever possible. For treatment (and prevention), oseltamivir or zanamivir is recommended. The stockpiled vaccine could be used if a H5N1 virus begins transmitting easily from person to person. A new recombinant A (H5N1) vaccine virus has been developed by the National Institute of Virology, Pune, India. H5N1 outbreak in Chandigarh was well controlled and Sukhna Lake was opened after 1-month. [5] Financial support and sponsorship Nil.
Conflicts of interest
There are no conflicts of interest.
• The authors have assessed the validity of DDST by detecting three beta-lactamase genes: blaCTX-M, blaTEM, and blaSHV by PCR and consider their presence in bacteria as the genetic basis for ESBL production. While all CTX-M genes code for ESBL, only 42% of TEM types and 25% of SHV types are currently known to code for ESBL phenotype. [7] Thus, genetic validity for ESBL production cannot be inferred by mere detection of blaTEM or blaSHV genes. One needs to sequence further the entire length of the genes and confirm whether they are ESBL producing types or not. [8] Financial support and sponsorship
Nil.
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Dear Editor,
We read with interest the paper on detection of extended-spectrum beta-lactamase (ESBL) producing bacteria from patients with urinary tract infections published in the recent issue of IJMM. [1] We have three comments:
• The authors have used only ceftazidime/ceftazidime + clavulanic acid disks for screening. As per the CLSI guidelines, both ceftazidime and cefotaxime disks, alone and in combination with clavulanic acid must be used to detect ESBL production. [2] This is because of substrate variability; some ESBLs (e.g.TEM-5) are ceftazidimases and some others (e.g.TEM-3) are cefotaximases. [3] In a previous study, we had screened 1000 clinical isolates each of Escherichia coli and Klebsiella pneumoniae using both disks. [4] On further analysis of our study, we found that we would have missed 9.6% of ESBL producers if we had used only ceftazidime/ceftazidime + clavulanic acid disks. [5, 6] Detection of extended-spectrum beta-lactamases *MP Singh, K Goyal
First report on the detection of OXA-48 β-lactamase gene in Escherichia coli and Pseudomonas aeruginosa co-infection isolated from a patient in a Tertiary Care Hospital in Assam
A 22-year-old female, in her first trimester of pregnancy, undergoing broad spectrum antibiotic treatment was admitted to the Intensive Care Unit of a Tertiary Care Hospital in Assam was diagnosed with aspiration pneumonia including acute respiratory distress syndrome. Urine culture, on day 7, yielded Escherichia coli and Pseudomonas aeruginosa. Both isolates were resistant to amikacin, norfloxacin, tigecycline, cefepime, ceftriaxone, cefoperazone, amoxyclav and cefoperazone (latter two antibiotics tested for E. coli only). From the previous hospitalisation, the tracheal aspirate yielded Klebsiella sps. with a broad spectrum resistance and was treated with Dorikem (500 mg/8 h, i/v). The isolates were tested for possible resistance mechanisms -extended-spectrum β-lactamase (ESBL) and carbapenemase production was tested by Double Disc Synergy test, [1] Modified Hodge test [1] and combined double-disk test. [2] Both isolates, negative for metallo-β-lactamase production, showed complete resistance to cefotaxime, ceftazidime, aztreonam, oxacillin, cefoxitin, imipenem, doripenem, ertapenem and meropenem. Polymerase chain reaction (PCR) analysis revealed the presence of CTX-M, TEM and SHV in E. coli while only TEM was detected in Pseudomonas isolates [ Figure 1 ]. PCR failed the detection of NDM, VIM, IMP and KPC which was indicated through phenotypic tests. However, OXA-48 was detected in both the isolates using primers published elsewhere. [3] Strain J53 pMG298 (CTX-M-15) and J53-1 R455 (OXA-1) provided by Dr. George A. Jacoby, Lahey Clinic Medical Centre, Klebsiella pneumoniae ATCC 700603 (SHV-18), clinical isolates each containing TEM and NDM detected by uniplex PCR followed by sequence confirmation were used as representative positive controls and E. coli ATCC 25922 was used as the negative control. The OXA positive PCR amplicons were sequence confirmed and compared to the Genbank database for confirmation of correct amplification of target gene. Plasmid analysis of both the isolates and their transference ability was tested using E. coli J53 azide resistant as a recipient for conjugation experiments and as a plasmid-free comparison. [4] With similar resistance profile except for imipenem, PCR detection of both conjugant showed the presence of OXA-48 and CTX-M, TEM and SHV in the E. coli, however, TEM was not detected in the P. aeruginosa isolate. Electrophoresis revealed the presence of a ~60 Kb plasmid in the clinical isolates as well as in the conjugants. This conjugative plasmid has previously associated with the dissemination of this resistant trait. [3] The isolates were intermediately susceptible to piperacillin but susceptible to polymyxin -B; the patient was thus treated with Pipzo (i/v) 4 × 250 mg/day. The patient, due to the critical condition from respiratory dysfunction, did not survive.
Production of OXA with co-prevalence of ESBL genes in the clinical isolates emphasises on the need for proper regulatory policies for the control of these antibiotic resistant isolates in the region and nationwide, guided antibiotic administration to patients to prevent misuse thus spread of resistance in bacteria.
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hospital-based studies and reported mortality is around 2-25% depending on patient's age and strain. [2] Dear Editor, Clostridium difficile is ubiquitous and is prevalent among 5-15% of healthy adults. [1] It was first identified as the cause of antibiotic-associated diarrhoea in 1978. C. difficile associated diarrhoea (CDAD) is under-recognised in India and Asia. Prevalence of CDAD is 2-30% in different
Evaluation of a new molecular method illumigene for detection of Clostridium difficile associated diarrhoea
The laboratory diagnosis of C. difficile remains a challenge to microbiology laboratories. A significant number of clinical laboratories are currently utilising immunoassays for toxin A/B testing due to its ease of use. However, there are many published reports indicating that utilizing this test alone is not appropriate for toxigenic C. difficile detection. [3] We did a comparative study of two methods for detecting CDAD, one detecting the presence of toxin A and B (VIDAS, bioMerieux, France) and the other DNA amplification assay (Illumigene, Meridian Biosciences, Europe). Seventy-three consecutive stool samples were evaluated from patients with clinically suspected CDAD. Patients on antibiotics with unexplained diarrhoea (3 or more watery, loose or unformed stools per day) at least 48 h after admission were included in this study. Asymptomatic patients and patients on antibiotic treatment for C. difficile were excluded from the study. Samples were processed as soon as it was received in the laboratory as toxins usually degenerate if stored inappropriately leading to false negatives.
The overall disease occurrence was found to be 5.5% in our diarrhoea patient population during the period of study. All our patients were males and the most common age group were patients above 50 years of age. Of the 73 samples tested illumigene could detect 6 cases of CDAD whereas VIDAS could detect only 4. The total assay time was comparable in both assays, but there was a significant difference in the cost per test between the assays. Cost per test by illumigene was almost 4 times higher as compared to VIDAS.
VIDAS C. difficile toxins A and B assay is an automated test which detects the toxins A and B in stool
specimens using the enzyme-linked fluorescent assay technique. The illumigene C. difficile assay detects the pathologic location of pathogenic C. difficile strains which code for both toxin A (tcd A) and toxin B (tcd B) genes.
The current diagnostic options for CDAD are enzyme immunoassay (EIA) for toxins, glutamate dehydrogenase assay, direct cell culture cytotoxin neutralisation and the new gold standard toxigenic culture (culture + cytotoxin assay). [3, 4] The molecular methods are easy to perform, cost effective and capable of detecting all toxigenic strains and are being recognised as standalone tests for the diagnosis of CDAD by the American association of clinical microbiologists. [5] Early diagnosis is very important both in terms of patient management as well as prevention of spread of infection. Although there was not much statistical superiority of illumigene over VIDAS due to the small sample size, two cases of CDAD were picked up by the molecular method, which were missed out by the EIA method. This could have lead to a facility outbreak leading to an increase in health care costs associated with isolation, antibiotics and outbreak management. Therefore, the algorithm for diagnosis of CDAD should take into account not only the cost per test but also other factors such as sensitivity and specificity, positive and negative predictive value and the local prevalence of the disease.
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are vital, as they help in fine tuning treatment. Distinguishing paradoxical response and vasculitis, from disease progression due to drug resistance is an important issue. Knowledge of drug susceptibility will be of great help in resolving this clinical problem.
Dear Editor,
Childhood tuberculous meningitis (TBM) even today has a poor outcome despite treatment. Poor prognosis and difficult early diagnosis emphasize the importance of preventive therapy for child contacts of patients with tuberculosis (TB) with a low threshold for empirical treatment of TBM suspects. [1] Though TBM affects only 1% of all cases of TB, it is still the most serious form with high mortality or severe disability. Therefore, clinicians have to begin to treat without the knowledge of susceptibility of the organism, which is increasingly being compromised. In 2014, we noted a 13% (63/205) increase in overall TB cerebrospinal fluid (CSF) culture positivity as compared to the similar period in 2013 (53/308). There are not many published reports of drug susceptibility testing (DST) in TBM. [2] At our accredited tertiary care center laboratory, we analyzed the culture positive CSF samples those were received from January 2014 to June 2014. Of the 205 CSF samples processed during this period by TB Mycobacteria Growth Indicator Tubes (MGIT) culture (Becton Dickinson Diagnostic System, Sparks, MD), 63 were culture positive for Mycobacterium tuberculosis (MTB) complex giving a positivity rate of 30.73%. Of these, 24 samples were from children between the ages of 1 and 15 years (38%). Thirty-five isolates that included 14 from children were found to be multi-drug resistant (MDR) by DST performed for rifampicin (RIF) and isoniazid (INH) by MGIT 960. Twenty-six of the 35 were additionally confirmed by genotype MTB DR plus (Hain Life science, Nehren, Germany). Of the 17 deaths, nine were children with MDR-TB. We recognize that this may not be representative of the community at large, as ours is a center with a referral bias. Hence, we have not calculated the rates or attempted to assess the prevalence of MDR-TB in TBM. It must be emphasized that INH with its excellent CSF penetration and early bactericidal activity is an important drug for TBM. Hence, mono resistance to INH is of great consequence. However, there was a lower mono resistance with 3/63 isolates being RIF resistant and 6/63 being INH resistant. In an earlier study on TBM, resistance to at least one anti-TB drug (40%) with MDR rates of 5.6% was found. [3] We maintain that CSF TB cultures and DST simply must be attempted in every suspected case of TBM at the first CSF examination, and this should be done prior to initiation of anti tubercular treatment. These results importantly by evidence of rabies specific neutralizing antibodies in CSF. The presence of RVNA in CSF is considered diagnostic of rabies regardless of immunization status. Moreover, the significant increase in RVNA titres in CSF, incompatible with vaccination alone, confirmed the diagnosis of rabies encephalitis. An inverse correlation between RVNA titres and the detection of viral RNA has been reported, [1] which can explain the absence of rabies antigen and viral RNA in this patient.
Multi-drug resistant tuberculous meningitis
Expanding human population and encroachment of forests and wildlife habitat can increase the opportunities for human-wild-animal encounters. Exposure to wild animals is not very uncommon in India; however, rabies acquired through such exposures is often underreported, owing to the majority of cases being attributed to rabid dog bites. Only a few case reports of human rabies following a mongoose bite have been reported from India, [2, 3] while mongoose bites accounted for <1% of human rabies in a case series from Delhi. [4] Despite prompt and adequate vaccination, the patient was not administered RIG, crucial in category III exposures. This lapse may have resulted in her acquiring the disease. All exposures to wild animals are classified as WHO category III exposures and necessitate administration of both active (vaccination) and passive (RIG) immunization, in addition to immediate washing and flushing of all bite wounds and scratches. [5] The recently initiated National Rabies Control Programme in India should focus on increasing awareness amongst health care providers on appropriate post-exposure prophylaxis to prevent rabies.
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Dear Editor,
We report a case of human rabies following mongoose bite, highlighting the atypical clinical manifestations, diagnostic challenges, the role of laboratory confirmation and the need for increased awareness about appropriate post-exposure prophylaxis following exposure to wild animals.
A 45-year-old female presented with fever of 1-week duration associated with a headache, dizziness and hearing loss and altered sensorium 1-day prior to admission. She had a history of mongoose bite on the toes of her right leg 1-month before presentation and had received 4 doses of a cell culture rabies vaccine by intradermal route (2 sites, 0.1 ml each) on days 0 (the day of the bite), 3, 7, and 28. Rabies immunoglobulin (RIG) was not administered. On examination, the patient was drowsy, arousable to pain with a Glasgow coma scale of 9 (E2V3M4). The patient had aerophobia and neck stiffness, and cerebellar signs were positive. Patient also had hearing loss and nasal regurgitation. Magnetic resonance imaging brain done 3 weeks after admission showed features consistent with encephalitis.
Corneal impression smears and nuchal skin biopsy samples were negative for rabies viral antigen by a fluorescent antibody test. Cerebrospinal fluid (CSF) and saliva were negative for rabies viral RNA by real-time polymerase chain reaction. [1] However, the rabies virus neutralising antibody (RVNA) titre by rapid fluorescent focus inhibition test (RFFIT) in CSF was 2048. CSF RVNA titre by RFFIT repeated after 2 weeks was >16,384 (end-point not determined) and confirmed the diagnosis of rabies encephalitis. The patient eventually became comatose and inspite of intensive care, developed cardiac arrest and expired 1-month after hospital admission.
Rabies poses a diagnostic dilemma, especially when the presentation is atypical. Antemortem laboratory confirmation is essential for patient management, for initiating appropriate infection control measures and to administer prophylactic vaccination to close contacts of the patient based on risk assessment.
In the present case, a diagnosis of rabies encephalitis was made based on the history of animal exposure, compatible clinical and imaging findings and most
Rabies following mongoose bite
Onychomycosis of toenails caused by Syncephalastrum racemosum: A rare non-dermatophyte mould
Dear Editor, Apropos, an informative report -'A rare case of subcutaneous mucormycosis due to Syncephalastrum racemosum: Case report and review of literature' which was published in the fourth issue of 2014 of your journal, [1] we wish to submit a case report of onychomycosis caused by this uncommon but ubiquitous saprophytic fungus of low human pathogenicity. Only a few cases of onychomycosis caused by S. racemosum have been documented so far. [2, 3] A 48-year-old male, construction worker, presented to skin OPD with discoloured and thickened nails of great toes of both the feet and of the second toenail of the right foot of 8 months duration. He gave the history of trauma to right toenail at the work site, following which yellowish discolouration and thickening of nails of great toes of both the feet and subsequently of the second toenail of right foot were developed. He had a medical history of bronchial asthma for which he was taking corticosteroids on and off for the last 4 years. He was not diabetic and there was no history of use of any antifungal agent. Nail clippings and scrapings were collected from the affected nails and were subjected to wet mount examination using 40% potassium hydroxide (KOH) and fluorescent microscopy using calcofluor white staining [ Figure 1a ]. The nail clippings were also cultured on two slopes of Sabouraud's dextrose agar (SDA) with and without cycloheximide, which were incubated at 27°C. Both the KOH mount and fluorescent microscopy revealed wide, ribbon-like aseptate fungal hyphae. Culture growth on SDA without cycloheximide revealed abundant, erected mycelium within 72 h. The surface colour of the cottony to wooly growth was at first greyish white and then turned dark grey and the centre became black. The reverse of colony showed no change in the colour of SDA. There was no growth on SDA supplemented with cycloheximide. Lactophenol cotton blue stain showed wide, ribbon-like aseptate, branched fungal hyphae and sporangiophores, which terminated in swollen vesicles with radial merosporangiae filled with spores [ Figure 1b ]. Based on the above morphological features, the isolate was identified as S. racemosum. It was differentiated from Aspergillus flavus on the basis of the structure of the hyphae and the colony morphology. When the patient visited again after 1-week, more nail clippings were collected and examined again in wet mount (KOH mount), fluorescent microscopy and were cultured, growth of non-dermatophyte mould with similar characteristics as described earlier was obtained. A diagnosis of onychomycosis due to S. racemosum was made and the patient was started on fluconazole 150 mg orally for 4 weeks and is under follow-up.
Recently, a case of total dystrophic onychomycosis of fingernails caused by S. racemosum has been reported by Kumaran and Rudramurthy from India. [3] Gupta et al. reported that non-dermatophyte moulds are increasing in onychomycosis. [4] may be due to improved techniques of the detection of fungal infections.
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We aimed to find the incidence of NSIs amongst different categories of HCWs in our hospital along with associated risk factors for the same. HCWs, who reported to ICTC from January 2011 to December 2013, were included in the study, and a detailed proforma for NSI was filled for each individual. After taking informed consent, all exposed HCWs and source patients were screened for HIV, HBV and HCV infections by rapid screening tests. The HCW were referred to ART centre, and further management was given by ART in-charge. [1] Out of 312 self-reported cases of NSI, 51% (159) were males and 49% (153) were females and 82% (256) of the HCW were between age group of 20-30 years followed by 11.5% (36) of HCW in the age group of 30-40 years. Interns (90) had the highest percentage (28.8%) of NSI, followed by junior residents (64 i.e. 20.5%), post-graduate students (61 i.e. 19.5%) and nursing staff (53 i.e. 17%). Collection of patients sample for various investigations are usually done by interns or the junior residents who are mostly between the age group of 20-30 years in our hospital hence needle handling is more common in them. Most common mode of injury was during the collection of blood samples (24%) [ Table 1 ]. All HCWs were HIV non-reactive. Among the source patients, 38 were HIV-1antibody positive and the exposed HCW from HIV positive patients were started on post-exposure prophylaxis, 18 were given basic regimen (2 drugs -2 NRTIs) while 20 HCW were given expanded regimen (3 drugs -2 NRTIs and 1 PI) based on the status of source and exposure code. Ninety eight HCW reported for follow-up testing after 6 weeks, 217 reported after 3 months while 149 reported after 6 months of injury, and all were found to be HIV non-reactive.
This study suggests the need for regular education programme of interns and residents regarding the prevention of NSI, universal precautions and post-exposure measures. In our hospital, there is a protocol that after joining the hospital, all HCWs need to attend the lecture on Infection control and 
Application of lean principles/ lean management can improve
Dear Editor, I read with interest the article "Is non-woven fabric a useful method of packaging instruments for operation theatres in resource constrained settings?", since improvement of the quality of sterilisation services is of paramount importance. [1] Authors have rightly pointed out that the cost effectiveness will depend on the study setting. However, in my view two aspects of costing need further elaboration that is, how was the cost of resterilisation process (Indian Rupees [INR] 522.41 for woven and INR 110.09 for non-woven) arrived at and why were these different if everything else other than packing material was same. It would also be interesting to know the indication of resterilisation. Since the microbiological analysis was not performed/mentioned, it is fair to assume that the decision to process the surgical packet again was time dependent. It may be appropriate in settings where absolute clean storage conditions cannot be provided, but it is also acknowledged that shelf life is probably activity dependent rather than time dependent. [2] The rates of resterilisation can be decreased by minimising the unnecessary handling of sterile products and applying the principles of lean management so as to reduce the number of excess packs in circulation and avoid superfluous handling of sterile packets. [3] Notwithstanding the debate about cost effectiveness of different materials for packing, the costlier material that has higher shelf life has application for packing sterile products as a part of disaster preparedness, especially in public sector hospitals in India. This is because a pre-estimated amount of inventory including sterile surgical sets/packets and consumables have to be kept ready and in reserve to be used in exigencies. [4] Any increase in shelf life, even at higher cost will reduce the need for frequent resterilisation and improve the efficiency.
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Microbial identification systems: Making us tilt at windmills?
We read with interest the article, "Isolation of Francisella tularensis from blood culture." [1] The authors have based their report of "the first ever isolation of F. tularensis from blood culture of a febrile patient from central India" on identification obtained from VITEK 2 Compact (bioMerieux) microbial identification system. That microbial identification systems have changed the face of microbial diagnostics, is a foregone conclusion. However, laboratories which have integrated these systems in their daily workflow should also be aware of the grey areas of diagnostics that one encounters with these systems. F. tularensis, unfortunately, represents this unresolved diagnostic dilemma. [2] 16S rRNA sequencing studies have shown that VITEK 2 colorimetric system has identified Oligella spp. as F. tularensis even when the system defined it as an excellent quality identification. [2] In this case, the growth within 48 h in blood culture system and good growth in cysteine-free media within 48 h raise several questions regarding the identity of the organism.
Second, this article also rekindles an old debate regarding bacterial identification for publication -how much is enough? [3] A general consensus exists that taxon identification should be a polyphasic approach. [4] Relying on a single identification system; whether genotypic or phenotypic increases the chances of misidentifying bacterial species. [4] The problem appears to be more profound when microbial identification systems are used to describe new infectious syndromes with previously unrecognised pathogens. Standards for such identification need to be implemented to ensure the scientific and medical accuracy of the association of pathogenic bacteria with infectious processes in the medical literature. [4] Finally, the authors and the journal have the responsibility of protecting the privacy of the patient; as the International Committee of Medical Journal Editors (ICMJE) recommendations on roles and responsibilities of the journals following ICMJE prescribe. According to these recommendations, "Identifying information, including names, initials, or hospital numbers, should not be published in written descriptions, photographs, or pedigrees unless the information is essential for scientific purposes and the patient (or parent or guardian) gives written informed consent for publication. Informed consent for this purpose
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10.4103/0255-0857.176849 infections (P. falciparum and P. vivax) in 5% of the samples. Among the P. falciparum positive cases, 61.84% were symptomatic and remained 38.16% of the cases were asymptomatic. The incidence of P. falciparum positive cases was higher among the children age groups (mostly <10 years). Both male and female sexes were vulnerable for malarial infection. In our study, a total of 128 asymptomatic cases participated. However, among asymptomatic cases, 45.31% were P. falciparum positive. Asymptomatic P. falciparum positive cases were reported from Karbi Anglong, North Cachar Hills and Chirang district of Assam and Lohit and Changlang district of Arunachal Pradesh.
All the patients included in our study were aware/hear about malaria through different sources such as radio, television, newspaper, magazines, teacher and doctors. Epidemiological observation revealed that 77.70% of the study participants have known about the malaria transmission. However, few individuals informed that drinking water, leeches Dear Editor, Malaria continues to be a major health problem due to inadequate control measures and poor utilization of available antimalarial services. [1, 2] The North eastern (NE) states are highly vulnerable for malaria infection. The epidemiology of malaria is quite unique in NE states. Hence, to understand the detailed epidemiological picture of malaria in our region, this study was undertaken over a period of 4 years (2011-2014). A total of 426 numbers of suspected malaria patients were enrolled in the study, of which 298 cases were symptomatic, and the remaining cases were asymptomatic. Blood samples were collected from all the patients. Identification of malaria parasite was done using microscopic slide examination and polymerase chain reaction method.
Among total study participants, 55.4% were Hinduism, 26% were Buddhist, 15.95% were Christian and the remaining subjects were from Muslim communities. The positivity rate for malaria infection was 42.25%. Plasmodium falciparum (P. falciparum) monoinfection was observed in 84.44% of the cases, followed by Plasmodium vivax in 10.56% of the cases and mixed
Epidemiological study of malaria cases in North East region of India
requires that an identifiable patient be shown the manuscript to be published." The authors have uploaded VITEK 2 identification prints and BacT/ALERT growth graphs which give us little scientific information but confirm the patient's identity. That such a vital component of maintaining patient anonymity escaped the attention of concerned authors, reviewers, proofreaders and copy editors; calls for serious introspection on our part as a scientific community about our stark disregard of publication ethics as far as the patient is concerned.
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There are no conflicts of interest. and blood transfusion (22.30%) were a major route for malaria transmission. Our study has also shown that a significant number of the study subjects (42.25%) were dependence on the forest for different activities (viz., food, firewood, honey, Jhoom cultivation, etc.). According to previous studies, malaria vectors were high in forest fringe areas, so the chance of getting malaria infection is more among forest dependence people. [3] Of the total study participants, 74.18% were taken precautions such as use of mosquito nets (33.86%), fumigants (32.91%), insecticide-treated mosquito nets (ITMNs) (26.90%) and mosquito coils (6.33%) against malaria infections. However, the people were unaware about the proper handling and maintenance of ITMNs. Of the users of ITMNs, 76.47% study populations assured that ITMNs are effective up to 3-6 months, whereas the remaining populations believed that they are effective up to only 0-30 days. Instead of ITMNs, a large numbers of study population preferred fumigants/repellents. They believed that those fumigants/repellents resist mosquitoes instead of killing them, but insecticide has no capability to repel mosquitoes.
Approximately, 35.3% study population had a history of tobacco smoking and 56.6% were alcohol, consumers. In previous studies, significance associations between malaria incidence and alcohol consumption has been also found. [4] The presence of large numbers of asymptomatic P. falciparum positive cases, poor knowledge on malaria transmission, forest dependence villagers and lack of awareness on proper precautionary measures are observed as key epidemiological factors responsible for malaria transmission. These data will provide useful information for the elimination of malaria cases in India.
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There are no conflicts of interest. In this era of multidrug-resistance, all antibiotics must be used judiciously. Evidence shows reduced susceptibility to fluoroquinoles due to their widespread use. The third-generation cephalosporins are best reserved as second-line treatment for enteric fever. With its established clinical efficacy, oral chloramphenicol appears to be an economical option. [5] Our study shows re-emergence of susceptibility of Salmonella strains to chloramphenicol which calls for reconsidering its use in the treatment of enteric fever.
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Dear Editor,
We read with interest the article "Predatory Journals" by NC Jain in the July issue of Indian Journal of Medical Microbiology. [1] The article is well timed in this era when all our inboxes are filled with e-mails announcing "CALL FOR PAPERS." As rightly pointed out the sole aim of these journals is to collect publishing fees.
These journals lack transparency and use deceptive websites to attract manuscript submissions. [2] Peer review is at the heart of the processes of not just medical journals but of all of science. [3] These unscrupulous publishers are exploiting the open-access (OA) model by corrupting the peer-review process, which is often absent or minimal. [4] Students and faculty under pressure to publish often fall prey to these journals, as most of them offer a rapid publication. However, this in turn promotes spurious research and contribute nothing to the scientific knowledge rather damaging it. However, some researchers may knowingly use sham publications to boost their CV, to obtain employment, grants and promotions. [4] Predatory journals are a growing concern threatening academic integrity. They are tarnishing the OA model and the peer review process. It is the duty of researchers worldwide to avoid such deceptive journals and websites.
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Ocular dirofilariasis: Series of three cases and review of literature
Dirofilariasis is a group of parasitoses caused by nematodes genus Dirofilaria. Dogs, cats, and foxes are natural host and man is the accidental host. [1, 2] Culex, aedes, and anopheles mosquitoes have been recognised as suitable vectors for this parasite. Dirofilaria immitis and Dirofilaria repens are the most common species causing a pathological lesion. Here, we present three cases of ocular dirofilariasis reported within two consecutive years.
All the three patients were admitted with complaints of cystic swelling near medial canthus, mild irritation,
This is an open access article distributed under the terms of the Creative Commons Attribution-NonCommercial-ShareAlike 3.0 License, which allows others to remix, tweak, and build upon the work non-commercially, as long as the author is credited and the new creations are licensed under the identical terms. Dirofilariasis is an emerging zoonosis transmitted through a mosquito bite. [3] Increasing cases of human dirofilariasis reported from Asia, Europe and Africa. [1] In India, ocular dirofilariasis has been reported more commonly than subcutaneous. [2, 3] This report highlights the cases in North India as other mainly reported South and Western parts of India. The first reported case of human ocular dirofilariasis from India was from Kerala in 1976 followed by several cases from Kochi, Mumbai, Haryana, etc. [4, 5] Kini et al. hypothesised humid climatic condition and increased industrialisation are the two major causes of increase surge in the number of dirofilarial cases. [6] Laboratory tests including blood eosinophilia and serum immunoglobulin E levels are not of much help in the diagnosis of ocular dirofilariasis. The definite diagnosis is possible only after surgical excision or biopsy. The presence of transverse striations and prominent longitudinal ridges are characteristic of the dirofilarial worm. The ridges of D. repens are spaced at double the size of the height of the individual ridge. [4] This feature along with the diameter of the worm, thickness of the cuticle, well-developed muscular layer clinched the diagnosis as D. repens. The molecular diagnosis will be helpful for characterisation of different species. Drug though seldom needed, ivermectin and diethylcarbamazine have been tried in few cases. [1, 5] Financial support and sponsorship Nil.
Conflicts of interest
There are no conflicts of interest. Indian Journal of Medical Microbiology vol. 34, No. 2 CRP were 7.7 mg/L (0-8 mg/L) and ESR were 19 mm/h. Biochemical tests, thyroid function and ultrasonographic image [ Figure 1b ] were restored to normal range. The patient recovered and discharged with no sign of infection.
AST can be treated with suitable antibiotics or antifungal agents and in necessary cases abscess drainage or surgical resection can also be performed. As is difficult to distinguish from subacute thyroiditis.
Thyroid function tests (TFT) in almost all of the subacute thyroiditis patients were resulted as thyrotoxicosis, but in AST patients TFT and the antibody test were both normal. A total of 12% of AST patients have been reported to have accompanied thyrotoxicosis whereas, 17% of the AST patients were reported to have hypothyroidism. [5] Financial support and sponsorship Nil.
Dear Editor,
Thyroid gland is remarkably resistant to infections due to rich blood supply and efficient lymphatic drainage. High concentrations of iodine and hydrogen peroxide can inhibit bactericidal proliferation and fibrous encapsulation which separates the gland from the other structures of the neck. [1] Acute suppurative thyroiditis (AST) accounts for 0.1-0.7% of thyroidal disorders. [2] Haematogenous and lymphatic spread, as well as a direct invasion from surrounding infected tissues, may form AST. AST usually occurs as a result of bacterial infection, rarely Fungi, parasites or mycobacteria. [3] Salmonella bacteria group can lead to infection in hepatobiliary system, bones, joints and soft tissue. Nontyphoidal Salmonella, considered as the causative agent of acute bacterial thyroiditis in the thyroid gland can very rarely be detected. [4] Herein, we report a 50-year-old diabetic woman with AST caused by Salmonella bacteria together with thyrotoxicosis.
A 50-year-old woman applied to our clinic with 38.6°C fewer and left jaw pain as well as swelling on the left neck. On sonographic examination, we found a mass of 5 cm × 4.5 cm × 4.5 cm in size with lobulated cystic lesion [ Figure 1a ]. Erythrocyte sedimentation rate (ESR) was 52 mm/h, C-reactive protein (CRP) was 115 mg/L (0-8 mg/L), white blood cell count was 9000/mm 3 ( 4800-10,800/mm 3 ), thyroid-stimulating hormone (TSH) was 0.03 μIU/mL (0.34-5.6 μIU/mL), free thyroxine level was (T4) 1.35 ng/dL (0.54-1.24 ng/dL) and free T3 level was 4.52 pg/mL (1.8-2.7 pg/mL). The levels of antimicrosome antibody, antithyroglobulin antibody and TSH receptor antibodies were all negative. Greenish pus material was aspirated from lesion. Gram-negative Bacilli and a large number of polymorphonuclear leucocytes were seen with Gram and Wright stain. Empirically ceftriaxone (1000 mg twice a day), metronidazole (500 mg 4 times a day) and propranolol (20 mg twice a day) were given initially. Five days after the administration, symptoms of our patient disappeared. Then, the surgical drainage of the abscess was performed. In tissue culture, a yield of 100,000 CFU/mL Salmonella subspecies was isolated. Antibiogram showed sensitivity to ciprofloxacin, therefore, ceftriaxone was discontinued and 2 mg × 400 mg ciprofloxacin was administered. After serotyping with the causative agent, Salmonella enteritidis serovar Hadar were detected. Antibiotherapy was continued for 4 weeks. The patient's post-treatment blood levels of A case of suppurative thyroiditis caused by Salmonella presented with thyrotoxicosis 
